A CT scan showed a cerebellar mass involving the anterior vermis, paramedian region and partial hemisphere on the right (fig 1) . An occipital craniectomy was carried out; histological diagnosis of undifferentiated adenocarcinoma was made. A chest radiograph revealed a lung tumour thought to be the origin of the cerebellar metastasis.
SUMMARY Studies of the cervico-ocular reflex and the vestibulo-ocular reflex have been carried out separately and in combination on a patient with gait ataxia due to a cerebellar tumour. With the head fixed in space, body rotation to the right (left neck torsion) induced marked nystagmus to the left in darkness. Vestibulo-ocular responses to sinusoidal rotation were symmetrical while the neck was immobilised and asymmetric when it moved freely. It is suggested that the cervical nystagmus seen in this case was the result of removal of cerebellar inhibition upon the cervicoocular reflex and that abnormal interaction of cervical and vestibular inputs could have played a role in the patient's unsteadiness.
While clinical and experimental studies have provided abundant evidence of the inhibitory role played by the cerebellum in the vestibulo-ocular reflex, '-3 dental plate attached to a rigid frame mounted on the wall. The chair was housed in a light-proofed room so that where necessary tests could be carried out in total darkness. A target light mounted immediately to the front of the subject in line with primary gaze was presented from time to time thus enabling eye deviation to be monitored throughout the course of the test. A closed circuit TV display using an infra-red camera directed at the subject's head attested to the absence of any inadvertant head movement. Eye movements were recorded with bitemporal DC EOG and calibrated with targets 100 apart. Chair and eye position, together with a target signal were displayed on an ink-jet recorder.
Testing was carried out in total darkness using both ramp and sinusoidal stimuli. In the case of the former, the chair was moved randomly from left to right or vice versa at a peak velocity of about 12°/s-' over varying angular displacements from 16 to 44°. About 3 to 6 seconds following the termination of each discrete movement the target light was presented so that measurements could be made of any residual deviation of the eyes from the primary position of gaze. An interval of 8-10 s separated each movement of the chair. Twenty-one stimuli in all were delivered; four of these were rejected because of head movement monitored on the video screen. Sinusoidal trunk movement was applied manually over a range of frequencies from 0* 1 to 0-4 Hz synchronised to a metronome. Vestibulo-ocular reflex ( fig 4, where it will be seen that the eyes execute movements compensatory to those of the body, with occasional nystagmus superimposed. The eye tracing is phase advanced some 100 with respect to that of the body with a gain as shown to the left of fig 5, of about 0-80. It needs to be noted, however, that Barr et al6 have commented on the fact that responses to stimuli of this kind can be significantly altered by the particular strategy voluntarily adopted by the subject.
Eye movements of this kind, for example, result when the subject assumes an imaginary earth fixed target. Our patient was given no such instruction, however, and it is highly unlikely that he would pursue this unusual course of his own volition. 
Discussion
The main finding of importance which has emerged from these studies is the appearance of a well marked nystagmus to the left on trunk movement to the right (HL) with head restrained (fig 2) . The come of the cerebellar lesion which in turn implies that the COR is under the inhibitory control of the cerebellum. This is perhaps not surprising since it is well established that the vestibulo-cerebellum exerts a similar inhibitory effect upon the VOR.3 According to the CT scan the vestibulo-cerebellum would almost certainly have been spared with the lesion mostly involving anterior and rostral parts of the posterior lobes. These areas, however, are known to receive strong proprioceptive projections including those from the cervical receptors. '2-'4 Apart from the typical gait ataxia which results from lesions in this region our findings suggest that a new factor which needs to be taken into account is abnormal interaction of the cervical and vestibular inputs. The effect of this is best illustrated in the abnormalities found during active head movements exemplified in fig 5. These in turn could give rise to subtle postural disorders such as the imbalance experienced by our patient on turning while walking.
Although to the best of our knowledge these findings are unique, it is perhaps worth stressing that they have come about largely by the chance application of somewhat sophisticated test procedures to a particular patient during the course of a more general enquiry into the role of cervical proprioception. Ill-defined postural abnormalities related to head movement are not uncommon in patients with central disorders and a more systematic investigation of this kind might well reveal that associated derangements of the kind described here are the rule rather than the exception.
